Introduction: This article reviews research results obtained using the Danish Longitudinal Survey of Children born in 1995 (DALSC), which is placed at SFI, the Danish National Centre for Social Research. DALSC aims to gain insight into children's growing-up conditions in contemporary society. DALSC consists of three subsamples: (1) children of Danish mothers; (2) children of ethnic minority mothers; and (3) children in out-of-home care. Four waves of data collections have been carried out since 1996. Being designed with the purpose of obtaining rich and detailed information about children's development and family life, register data was not connected to DALSC before 2006. Research topics: By using three categories of children as examples (ethnic minority children, vulnerable children, and children in out-of-home care), the article shows how register data gradually has gained ground in research upon children's health conditions.
Introduction
Purpose, design, and samples
The Danish Longitudinal Survey of Children (DALSC) was initiated to provide basic representative information about the birth cohort from 1995, designed by researchers from the Danish National Centre for Social Research (SFI). DALSC is the first longitudinal study in Denmark aiming to monitor children from birth until adulthood, and thus allowing research into the relationship between living conditions in childhood and subsequent life as an adult. The survey is quite extensive and provides rich and detailed information about the children and their families. Data collections have been funded by the Danish Ministry of Social Affairs.
DALSC is a collective name for three samples of children, who were born in 1995 and living in Denmark at the time of the survey. The samples are also referred to as:
(1) ''The Danish Survey'': 6011 children randomly sampled among all children living in Denmark who were born between 15 September and 31 October 1995, by mothers with Danish citizenship (regardless of their country of origin). 
Data set and data collections
As a longitudinal cohort study with repeated data collections, DALSC follows the same individuals over years (Table I) . To allow analysis of development over time and of causal relationships some data blocks are repeated from the first sampling of the survey to the next. Among these are: Information about the children's long-term illness and impairment, mental health (SDQ), mother's psychosocial problems, parental conflicts, family composition, and family breakup. Other data blocks are changing, since some issues lose relevance as children grow up (e.g. breastfeeding), while new topics become important (e.g. behaviour in school). At present, four waves of data collections have been carried out, taking into account central transition stages in children's life: wave 1 (1996) took place towards the end of the normal leave-of-absence to describe the situation before the parents (usually the mother) returned to work; wave 2 (1999) was carried out, when the children were well into their ''day-care career''; wave 3 (2003) followed the transition from day-care to school start; and wave 4 (2006-2007) put attention to the everyday life and the leisure activities among children in the middle of their schooling. Wave 5 (2011) is to be carried out when the young people (15 years of age) are close to finishing basic school.
The mothers have been regarded as the primary respondents. To ensure high data quality they have completed questionnaires through standardised faceto-face interviews. Other participating adults, i.e. fathers (mothers' live-in partner in the Danish sample) and carers and social workers (the CiC sample) have filled in a self-completed questionnaire. As participating respondents from 2006-2007, the children from the Danish and ethnic samples filled in a self-completed questionnaire (CAPI with audio stimuli), while CiC children were face-to-face-interviewed. Due to difficulties of obtaining informed content from the biological mothers in the CiC sample, the response rate from children was very low, only 21%
Register-based data
While the first three waves of data collections were exclusively based on survey data, the researchers Yet, at the end of wave 4, the overall impression is that most analyses carried out within the context of DALSC have mainly been based on survey data, whereas the potentials of the administrative registers still appears to be somewhat unutilised.
For further information about the data collections, the questionnaires, access to data, see: http:// www.sfi.dk/Default.aspx?ID¼3214
Research topics
This section deals with research findings related to health conditions of selected groups of children and illustrates how registers have been gradually incorporated as basis for the analyses.
Survey data exclusively: health conditions of children with ethnic minority background
All research using DALSC carried out upon health conditions of children with ethnic minority background have, so far, exclusively been based on survey data without implementing administrative registers. From wave 1, a study [1] was carried out to describe morbidity among ethnic minority children during their first year of life. Baseline data came from the cohort of 482 ethnic minority children, using the parallel cohort study of 5429 children born by Danish mothers as comparison group. The study found a slightly increased morbidity from some illnesses among minority children and a little less from other illnesses compared with Danish children. However, the differences were not significant [1] [2] [3] [4] . At the age of 3½ (wave 2), ethnic minority children were reported less ill (by their parents) than their Danish peers, but they had been hospitalised to the same extent and caused by the same reasons (in particular infections) as Danish children [5, 6] . At the age of 7 (wave 3), Christensen [7, 8] found no major differences between Danish and ethnic minority children as far as mental health regarded (measured by the Strengths and Difficulties Questionnaire, SDQ). The 2003 dataset provides further possibilities for studies upon health and illnesses, which have not yet been analysed. Wave 4 data showed no major differences between 11-year-old Danish and ethnic minority children regarding their self reported health condition in general; Danish children, however reported a little more frequent about symptoms (in particular irritability) than ethnic minority children did. When asking their mothers, ethnic minority mothers tended to have a more positive view on the child's general health, compared to Danish mothers [9] . As far as mental health regarded (according to the means of SDQ), small differences were found in disfavour of ethnic minority children.
Gradually combining survey and register data: health conditions of vulnerable children
Analyses of the conditions of vulnerable children and knowledge of what causes vulnerability are core topics within the SFI research context. A number of DALSC-based studies have made analytic efforts to identify the percentage of vulnerable children and the degree of vulnerability by using varying indicators. In earlier phases of DALCS, researchers relied on survey-based indicators, for instance respondents' information about contact with or interventions from child protection services [e.g. 7, 10] . Such information was combined with self-reported information about economic, educational, and psychological, etc. resources found in the family background. Later studies (based on wave 4 data) have defined the indicators (e.g. income, education, etc.) either by combining register and survey-based data [11, 12] , or exclusively on the basis of register data [13, 14] . The latter two studies defined the category of vulnerable children according to register-based information of children being subject to child protection (social assistance) measures without being placed outside their home (so-called ''in-home-care'' children).
Based on the mothers' answers in the fourth data collection (children aged 11), findings from these studies suggested that vulnerable children (n ¼ 236) performed worse in school (Danish and math), and they more frequently reported (84%) school problems (e.g. conflicts with peers or teachers) compared to Danish children in general (45%; n ¼ 4771). Vulnerable children did not participate in organised leisure activities (59%) to the same extent as their peers (78%). As far as their health situation concerned, mothers to vulnerable children reported twice as often as mothers in general about their child suffering from headache, stomach ache, and nausea (17%) as well as more periods of illness. Furthermore, the share of children with one or more diagnoses (of long-term illness or impairments) was considerably higher among those who received social assistance than among children in general (28% respectively 11%). Vulnerable children also had higher levels of scorings within the abnormal range of SDQ than their peers (30% vs. 5%, respectively).
Register data used as independent as well as dependent variables: Health conditions of children in out-of-home care
Dominant reasons for being a child (aged 11) in outof-home care are neglect (43%), parental abuse of alcohol or drugs (41%), child behavioural problems (37%), parents' mental health problems (30%), and child's problems in school (29%) [13] . A number of DALSC studies have focused on health conditions of children in out-of-home care [13] [14] [15] [16] , using survey as well as register-based data. Studies based on survey data found no evidence that children (aged 7 and 11) were doing worse in regard to the general health condition (periods of illnesses; prevalence of pains in the stomach; headache; cough, etc.) Nor did these CiC children appear to have significant problems with overweight and obesity. However, when it came to serious diseases, handicaps, and mental health, the picture changed to disfavour of children in outof-home care: Half of the children in care (48%) scored within the abnormal range of SDQ, compared to 5% of their peers in general.
To obtain a precise picture of distribution of diagnoses found among CiC children, one study [16] used registers as a source of information and focused on the prevalence of mental health problems among all children from the 1995 birth cohort: 1072 children in out-of-home care were compared to two groups: a group of vulnerable children (in home care, subjected to child protection interventions, n ¼ 1457), and a group of all contemporaries in general who were not child protection clients (n ¼ 71,321). Prevalence data were established on the basis of register data, including data on psychiatric diagnoses of the children. Results showed that one-fifth of both children in out-of-home care (20%) and in home care (21%) had at least one psychiatric diagnosis compared to 3% of children in general. The two groups were highly overrepresented among children with mental retardation (5% and 6% compared to 0.2%), pervasive developmental disorder (4% and 8% compared to 0.6%), hyperkinectic disorders (5% and 6% compared to 0.6%), disorders of social functioning, including attachment disorders (7% and 2% compared to 0.1%), and problems concerning the social environment (4% and 3% compared to 0.2%). The authors suggested that what differentiate the out-of-home care children from the in home care children may rely on the severity of the children's troubles and on the degree of disintegration of parental background.
Conclusion
As the examples above illustrates, register data have gradually been integrated in the analyses of the 1995 cohort, not only in the position as background variables but recently also as dependent variables. Judged from current DALSC papers ''in progress'', we expect more register-based analyses of the cohort study being published in the years to come.
Funding
This research received no specific grant from any funding agency in the public, commercial, or not-for-profit sectors.
